Introduction
HIV Counselling and Testing (HCT) facilitates early diagnosis for HIV positive persons which helps reduce the risk of further transmission, provides access to care and treatment, while motivating people who test HIV negative to maintain their negative status (Day et al. 2003:665; Peltzer, Matseke, Mzolo, & Majaja, 2009:2; Subramanian, Gupte, Mathai, Boopathi, & Dorairaj, 2008:26 (Shisana et al. 2008:49) . These findings are similar to a study assessing HIV testing attitudes in a black township in Cape Town, 2003 which found that about 53% of the study participants had never been tested for HIV (Kalichman & Simbayi, 2003:444) . Although there has been an increase in the uptake of HIV testing, a significant number have not been tested yet. Traditionally, low HIV testing rates were associated with the reliance on Voluntary Counselling and Testing (VCT) which is initiated by the client, as the sole approach to HIV testing (Jü rgens, 2006:9) . In 2006 the World Health Organization and The Joint United Nations Program on HIV/AIDS developed a draft guidance on Provider-Initiated HIV Testing and Counseling (PITC) to increase the opportunities for HIV diagnosis, thereby reducing the barriers associated with HIV testing (Leon, Naidoo, Mathews, Lewin, & Lombard, 2010:2; WHO, UNAIDS 2007:14) . The PITC approach recommends routine HIV testing and counselling to clients who attend health services regardless of their presenting illness (WHO, UNAIDS 2007:15) . It is against this backdrop that in its National Strategic Plan for HIV & AIDS and STIs, 2007e2011 , the South African government made the fight against HIV/AIDS one of its top priorities by setting up two primary goals: the reduction of new infections by 50% and the reduction of the impact of HIV and AIDS by expanding access to comprehensive treatment, care and support to 80% for infected individuals by 2011 (National Department of Health South Africa [DoHSA] 2007:10) . To achieve these goals, HCT services offering PITC were scaled up to more than 4500 public health facilities as well as mobile services and non-medical sites (NDOH, 2007:8) . This was followed by the launch of a national HCT campaign in 2010 which targeted 15 million South Africans to test for HIV by June 2011 (UNAIDS 2010:65) .
A number of studies conducted in health clinics and hospitals between 2006 and 2010 worldwide have investigated the impact and acceptability HIV testing and counselling in relation to the routine offer of HIV testing (Bassett, Giddy, Nkera, & Wang, 2007:2; Bokhour, Solomon, Knapp, Asch, & Gifford, 2009 :1109 Creek et al. 2007:103; Jü rgens, 2006:6; Leon et al. 2010:2; Nakanjako et al. 2007:754; Wanyenze et al. 2008:303) . Overall, routine HIV testing was perceived to be acceptable and helped to increase testing rates, thus enabling awareness of HIV status for patients who had never tested. For instance, in a Ugandan study in two hospitals, of the 98% participants who accepted testing, a 28% HIV prevalence was found in patients who had never had an HIV test previously (Wanyenze et al. 2008:304) . These findings were consistent with another Ugandan study where 95% participants accepted testing and about half had an HIV diagnosis (Nakanjako et al. 2007: 756) . In terms of HIV diagnosis of previously undiagnosed patients, these findings were consistent with two South African studies, one of which identified an HIV prevalence of 40% overall while the other study had a 32.7% HIV prevalence of which 64.9% had never had an HIV test before (Bassett et al. 2007:5; Leon et al. 2010:5) . In terms of the increase in testing rates, however, both studies had lower HIV testing acceptance rates compared to the two Ugandan studies, one had a 76% testing rate which was lower than their targeted rate and the second study only achieved a 48.6% HIV testing rate of the eligible participants (Bassett et al. 2007:4; Leon et al. 2010:5) . It is evident from these studies that although HIV testing uptake has improved over the years, barriers to testing may still exist.
Previous studies have reported various factors associated with the lack of HIV testing including (1) personal factors, (2) health system factors, and (3) sociodemographic factors. Personal barriers to HIV testing may include lack of knowledge of testing sites (Choi, Lui, Guo, Han, & Mandel, 2006:40) , low perceived risk of infection (Deblonde et al. 2010:423; MacKellar et al. 2011:422; Peralta, Deeds, Hipszer, & Ghalib, 2007:403) , fear of testing HIV positive, discrimination, stigma and rejection (Daftary, Padayatchi, & Padilla, 2007:574; De Wit & Adam, 2008:21; MacKellar et al. 2011:421; Musheke et al. 2013:11; Spielberg et al. 2003:322) . The fear of discordance has also been a deterrent to HIV testing as a potential indicator of infidelity, thus providing a strain in relationships, particularly marriage (Angotti et al. 2009 (Angotti et al. :2266 Larsson et al. 2010:6; Larsson et al. 2012:73) . Other studies reported that men are decision-makers with regards to HIV testing and women have to obtain permission before seeking HIV testing from their spouses (Daftary et Theuring et al. 2009: 96) . Furthermore, h e a l t h s a g e s o n d h e i d 2 1 ( 2 0 1 6 ) 8 6 e9 5 Izugbara, Undie, Mudege, and Ezeh (2009) and Skovdal et al. (2011) report that men refused to test because it was regarded as a sign of vulnerability. Health system barriers may include inconvenient testing hours, location of the HCT site, the cost of testing (Morin et al. 2006:221) , concerns about loss of confidentiality (Choi et al. 2006:40) , never having been offered an HIV test (Peralta et al. 2007, 403) , lack of confidence in the competence of health personnel (Meiberg, Bos, Onya, & Schaalma, 2008:8) , poor staff attitudes (Larsson et al. 2010:6) , and unreliability of test results and distrust of testing technologies (Rå ssj€ o et al. 2007:218) . Socio-demographic factors may include gender (Hutchinson & Mahlalela, 2006:449; Venkatesh et al. 2011:4) , age (Hutchinson & Mahlalela, 2006; Morin et al. 2006:221; Peltzer et al. 2009:3) , cohabiting or marital status (Peltzer et al. 2009:3; Wringe et al. 2008:321) , and education level (Gage & Ali, 2005:156; Haile, Chamber, & Garrison, 2007:196; Hutchinson & Mahlalela, 2006:449; Kalichman & Simbayi, 2003:443; 24, Venkatesh et al. 2011:4; Wringe et al. 2008:323) . However, a considerable proportion of these studies tended to focus on HIV testing among specific groups, for instance in sub-Saharan Africa, most studies focused on pregnant women (Obermeyer & Osborn, 2007 :1770 .
Problem statement
A recent nationwide HIV behavioural survey revealed that there is an increase in the uptake of HIV testing services however only about two-thirds (65.5%) of the population had ever tested for HIV in 2012 (Shisana et al. 2014 ). This clearly highlights that there are barriers that hinder the uptake of HIV testing services in South Africa. Furthermore, there is limited literature on barriers to testing among HCT non-users.
Purpose of the study
This study aims to ascertain the most recent barriers to HIV testing among HCT non-users attending health facilities that offer HIV Counselling and Testing.
Definition of key concepts
The following key concepts have been defined according to the National Department of Health policy guidelines (2010).
Client-Initiated Counselling and Testing (also called Voluntary Counselling and Testing)
HIV Counselling and Testing that involves individuals and couples actively seeking out these services (NDOH 2010:18) .
HIV Counselling
An intervention which gives the client an opportunity to be educated and supported in order to explore his or her HIV risk; to learn about his or her HIV status and manage the consequences; to learn about HIV prevention and HIV and AIDS treatment, care and support services; and to learn how to modify their behaviour to reduce the risk of HIV infection.
HIV Counselling and Testing (HCT)
An umbrella term used to describe services that combine both HIV Counselling and Testing. The policy distinguishes between two types of counselling and testing services e those that are client-initiated and those that are provider-initiated. The process is voluntary, and the "three Cs" e informed Consent, Counselling and Confidentiality e must be observed.
Provider
Any person or organization that provides a service, either directly or indirectly, that includes counselling and testing for HIV, with the person tested being told their HIV test result.
Provider-Initiated Counselling and Testing (PICT) (also called provider-initiated testing and counselling (PITC) or routine counselling and testing)
HIV testing and counselling which is initiated and recommended by health care providers to all clients attending health care facilities as a standard component of medical care (NDOH 2010:18) .
Voluntary counselling and testing (VCT) (also called Client-Initiated Counselling and Testing)
The situation where individuals or couples actively and voluntarily seek HIV Counselling and Testing at a facility that offers these services (National Department of Health 2010).
Significance
Previous studies in South Africa have not investigated the HCT barriers and facilitators from the perspective of health facility patients HCT non-users. The study of HCT non-users can provide a better understanding of barriers and facilitators of HCT uptake can help to inform the health system and the community to improve HCT uptake.
6.
Research method and design
Study setting
This analysis is based on data from an assessment of HCT sites that was conducted in eight provinces of South Africa in 2012.
The assessment was meant to cover all nine provinces of South Africa, however one province was excluded from participation because permission was not granted. The main aim of the study was to assess provision of HCT services in South Africa with a focus on the challenges and utility of the different HCT models. The study was conducted in both public and private-sector health facilities in order to document the spectrum of approaches to providing HCT services in South Africa. This paper draws on findings from a survey conducted with HCT non-users.
Sampling
The study was a cross-sectional survey of clients from 67 government and NGO HCT sites in 8 of 9 South African provinces, who did not use the site for HIV testing services on the day of the interview, and was part of a larger rapid appraisal of HCT services. A two-stage sampling procedure was used to select HCT sites. Firstly one health district was randomly selected in each province and thereafter convenience sampling was used to select 4 public and 3 private HCT sites per health district. Public HCT sites were stratified by locale (urban and rural) whilst private and NGO were selected on the basis of providing services in a specific setting, using a specific model/approach or providing services to a specific target population. An attempt was made to include both males and females, and service nonusers of different ages, from 16 years of age and older. A semi-structured questionnaire was administered to a sample of 489 clients utilizing the HCT sites, at the end of the site visit, with the purpose of describing the barriers and facilitators to using HCT services from a user perspective. A convenient sampling procedure was employed for the selection of about 9e14 study participants per site.
Data collection procedure
The target was to administer questionnaires to health service users who did not receive HIV testing services during their HCT visit. HCT non-service users were intercepted as they were leaving the health facility and recruited for participation in the survey. Clients who expressed a willingness to consider participating when they were approached had the purpose of the survey explained to them using a consent script, and those who formally consented to be interviewed were interviewed. The questionnaire was administered in a private area inside or outside the health facility depending on the availability of space. In instances where there was lack of space inside the facility, some interviews were conducted in private in a shaded waiting area outside the facility. The semi-structured questionnaire was administered by a trained interviewer who was fluent in the dominant local languages. The language used in the interview was either Afrikaans, English, Tswana, Northern Sotho, Venda or Zulu. The questionnaire had been translated from English into these major languages of the target population by Research team members that were fluent in the respective languages, thereafter they were backtranslated into English by a different translator and discrepancies were discussed and resolved. The questionnaire was pilot tested for face validity and understanding with 15 clients who were not part of the sample population.
Measures
A 24-item questionnaire was used to interview participants who had not had an HIV test on the day of the site visit. This was referred to as HCT service non-user exit questionnaire which consisted of both structured and open-ended questions to ensure validity and reliability of the results. The questionnaire covered the following: Participant's demographics such as age, sex and relationship status; Awareness of HCT services which included a question on whether the participant knew that the site they were visiting offered HIV testing; HIV testing history which was used to explore whether the participants had been previously tested. The participants were also asked, "In general, what things do you think may make it hard for people to be tested for HIV?" Responses were not prompted but classified based on a list of 15 possible responses. Finally, participants were asked if they had any suggestions about how to make it easier for people to be tested for HIV.
Data analyses
All data analysis was conducted using SPSS version 20 software. The dependent (outcome) variable was a binary variable, "Had an HIV test previously" and "Never had an HIV test". Frequencies were used to define the socio-demographics including: sex, age, relationship status, geotype, province, type of organization and HCT type of the study sample and thus to estimate the prevalence of lack of HIV testing. Frequencies were also run to establish the reported barriers to HIV testing. Open-ended questions were content coded in SPSS for ease of analysis of the themes covered. Bivariate and multivariate analysis was conducted to estimate the association between relevant predictor (independent) variables and the outcome (dependent) variable. The independent variable was "Previous HIV testing". The dependent variables included some of the socio-demographic factors (sex, age, relationship status, geotype, type of organization e public or private and HCT type e hospital or primary health clinic) and awareness of HCT services (knowledge of HIV testing services at the site, being offered to have an HIV test and, being recommended to have an HIV test). Two-sided 95% confidence intervals are reported and the p-value of less or equal to 5% is used to indicate statistical significance. Finally, automatic recoding was used to ascertain the participants' suggestions of what could make it easier for people to test for HIV.
Ethical considerations
Ethical approval for conducting the study was obtained from the Human Sciences Research Council's Ethics Committee (Application Number 9/19/08/09). All interviews took place in a private setting after written informed consent was obtained. No names were recorded on the questionnaire, instead a study participant number was allocated for each respondent. Additionally, data were analysed provincially, and by locality and facility type and not by smaller geographic units.
Results

Socio-demographic characteristics of the study sample
A total of 625 HCT non-users were approached to participate in the study, 489 (78.2%) agreed and 136 refused (21.8%). The h e a l t h s a g e s o n d h e i d 2 1 ( 2 0 1 6 ) 8 6 e9 5 common reasons for refusal included being busy, hungry or tired; unhappiness with the health system; and no reasons. The total study sample of 489 participants had an overall mean age of 36 years (range 16e85 years). The mean age for males was 34 years (range 17e75 years) while 37 years for females (range 16e85 years). From the total sample of 88 (18.1%) participants who had never had an HIV test, more males (20.2%) compared to females (16.7%) had never tested (see Table 1 ). Fig. 1 shows that fear of finding out one's HIV test result was reported by most (73%) participants as the biggest barrier to HIV testing, however, only 16% of those who had never been tested for HIV reported this to be a major barrier. Being scared of what people may say was cited as the second biggest barrier (49%; 15% for non-testers) to HIV testing, followed by shyness or embarrassment (28%; 20% for non-testers) and avoidance of divulging personal information to health workers (24%; 19% for non-testers). Staff attitudes (3%; 19% for non-testers), lack of knowledge of testing sites (3%; 35% for non-testers) and lack of treatment availability (6%; 56% for non-testers) for HIV positive persons were reported among the least barriers to HIV testing. Only 2% of the participants reported inconvenient site opening hours as a barrier to HIV testing and none (0%) of those who had never been tested for HIV reported this to be the case. The "other" category prompted respondents to mention any other barriers that were not mentioned under the list of barriers to HIV testing provided. Previous HIV testers specified the following factors as barriers to HIV testing: Fear of death (33%); Being uncertain of lifestyles which includes having too many partners and lack of condom use (20%); Being afraid of the stigma associated with HIV/AIDS and taking treatment for HIV (11%); Do not think that they are at risk (9%) 
Barriers to HIV testing
Factors associated with never tested for HIV
In bivariate analyses the age group 55 years and older, awareness of HIV testing services at the respective site(s), not being offered and not being recommended to have an HIV test by staff were all associated with never had an HIV test. In multivariate analyses, only the age group 55 years and older and not being recommended to have an HIV test were associated with never had an HIV test while awareness of HIV testing services in the site and not being offered an HIV test were no longer associated with never tested. Sex, relationship status and geotype were not associated with never tested for HIV (see Table 2 ). Fig. 2 indicates that HIV/AIDS education was perceived as a major (32%) facilitator for HIV testing, followed by community or household HIV testing (21%), providing incentives for those who test for HIV and mandatory HIV testing at 11% each, disclosure of HIV status by those who test HIV positive and good staff attitudes at 6% each. Those who had never tested for HIV considered community or household testing and HIV testing incentives as equally (17%) important to encourage testing while none of them considered disclosure of HIV status by HIV positive persons as important. Mandatory HIV testing, good staff attitudes (for instance respect and keeping patient information confidential) and integrating HCT to general health care were equally (7%) considered potential facilitators for HIV testing by those who had never tested for HIV. h e a l t h s a g e s o n d h e i d 2 1 ( 2 0 1 6 ) 8 6 e9 5
Potential facilitators for HIV testing
13.
Discussion
The study found that about 18.1% of people who use health facilities that offer HCT had never tested for HIV. These findings suggest that the South African government has made major strides in ensuring that the majority of the population is tested for HIV (NDOH, 2007:42) , compared to previously reported rates of non-HIV testing (Kalichman & Simbayi, 2003:446; Shisana et al. 2008) . Further improvement in the HIV testing uptake of those who have never tested would be beneficial for prevention, care and treatment opportunities (Day et al. 2003:671; Peltzer et al. 2009:7; Subramanian et al. 2008:26) .
Barriers to HIV testing
Overall, the major barriers to HIV testing in the current study seem to be more personal than structural. For instance, fear of getting an HIV positive result, being scared of what people may say, shyness or embarrassment and fear of divulging personal information to health workers were all considered as the biggest barriers to HIV testing. These findings are consistent with those found in a systematic review of barriers to HIV testing in Europe (Deblonde et al. 2010:429) where the majority of barriers was perceived to be more personal than health care or institutionally (policy level) related. However, the participants who had never had an HIV test in the current study seemed to report more on structural factors such as not being offered and not being recommended to have an HIV test by staff among the major barriers to HIV testing. Additional (other) barriers to HIV testing included fear of death and this fear seemed to be related to a lack of understanding of the HIV virus. Having too many partners and not using condoms seemed to be related to uncertainty about HIV status and some participants seemed to be concerned about their partner's reactions if they were to test positive. This is consistent with previous studies that found HIV testing to be avoided by those who were unfaithful as they feared potential discordance with their partners (Musheke et al. 2013:9; Rå ssj€ o et al. 2007:220) . Stigma also seemed to be a major barrier and a few of the participants reported that non-testers probably fear that when one tests HIV positive, they will eventually have to take treatment which would in turn indicate to others that they are HIV positive. This stigma may potentially be related to the fear of discrimination and rejection, as found in other studies (De Wit & Adam, 2008:21; Spielberg et al. 2003; Van Dyk & Van Dyk, 2003:121) .
Factors associate with never tested for HIV
In bivariate analyses, this study found that the age group 55 years and older was associated with never had an HIV test. This is consistent with other studies that have found age to be associated with testing or not testing for HIV (Meiberg et al. 2008:8; Morin et al. 2006:222; Peltzer et al. 2009:7) . The majority of the participants who had never tested for HIV in this study reported that they knew that people could be tested for HIV at the respective site. This finding is inconsistent with a study that found the majority of non-testers to be unaware of HIV testing sites (Choi et al. 2006:40) . Similar to a study that looked at barriers to HIV testing among adolescents, not being offered an HIV test was also associated with not testing for HIV in the current study.
Additionally, not being recommended to have an HIV test was associated with never had an HIV test in bivariate analysis. Not testing for HIV has always been associated with being male (Choi et al. 2006:40) but in the current study, the difference between male and female non-testers were low h e a l t h s a g e s o n d h e i d 2 1 ( 2 0 1 6 ) 8 6 e9 5 and therefore not statically significant. The fact that sex (gender) was not associated with never tested for HIV is encouraging as it suggests that, HIV testing among men has started to improve in comparison with previous research (Larsson et al. 2010:7; Meiberg et al. 2008:8) . The study found that both the age group 55 and older and not being recommended to have an HIV test increased the odds of not testing.
Potential facilitators for HIV testing
Despite the many HIV/AIDS education campaigns that have been provided in the past, the participants in the current study reported that having campaigns at schools, workplaces and over weekends would facilitate HIV testing. Community or household HIV testing was perceived by some participants as a potential facilitator because they felt that some people, particularly those in the rural areas only go health care centers when there is sickness and thus this type of testing would ensure that these people also get the opportunity to test. This is inconsistent with the one of the findings in this study which found no significant difference in testing between those in rural and urban communities. The incentives that the participants in this study alluded to include, giving treatment after diagnosis to those who test positive and giving food parcels to those who do an HIV test. A number of those who had never tested for HIV felt that these incentives were necessary to encourage testing. This potentially indicates that for these individuals lack of these incentives (particularly treatment) has served as a barrier to HIV testing, as has been found in other studies (Van Dyk & Van Dyk, 2003:121) . As in other studies (Choi et al. 2006:40) , good staff attitudes were also considered to potentially encourage testing by those who had never tested previously.
Limitations
This study might not have studied all the factors such as HIV communication (Choi et al. 2006:41; Kalichman & Simbayi, 2003:446; Larsson et al. 2010:8) influencing HCT at the health facility. Further, social desirability may have influenced some of the responses from study participants. However, participants were requested to provide written informed consent only after they were fully aware of the study details and they were assured of confidentiality hence bias may be unlikely.
Recommendations
Healthcare workers need to recommend HCT to all individuals attending health facilities offering this service as stipulated by the Provider-initiated testing and counselling model. According to the WHO/UNAIDS guidelines (2007) , an HIV test is recommended to all patients as a standard part of medical care. Interventions such as targeted HIV awareness campaigns are needed to encourage older people to test for HIV. Confidentiality has been highlighted as a barried to HIV testing in this study hence measures should be put in place in order to improve confidentiality of the HCT service. Additionally, alternative models of HCT such as home and community based models should be considered in order to improve the uptake of HIV testing particularly in those settings where conventional models are unsuccessful. Lastly, individuals testing HIV positive should be linked to support, care and treatment services soon after diagnosis as a measure of incentivizing HIV testing.
Conclusion
A significant number of health facility patients had never tested for HIV. Several barriers and facilitators of HCT have been identified, which can guide interventions to improve HCT uptake. The lack of association between sex and never tested for HIV as well as between geotype and never tested for HIV suggests that there is potentially equitable access to HIV care and treatment, however, further research is needed to ascertain the validity of this statement. The benefits of HIV Counselling and Testing, which comprise the reduction of further HIV transmission, access to care and treatment needs to be emphasized to encourage more people to test for HIV.
Patients also need to be made to understand that an HIV positive status is not synonymous to a death sentence, particularly with the increasing availability of HIV treatment.
